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Reliability, quantiﬁed by the intraclass correlation coefﬁ-
cient was 85.5%. The least detectable change in plaque
volume was 21.1% (range, 14.1%-27.6%).
Conclusions: Carotid plaque volume can be measured
accurately and reliably with this novel 3D ultrasound tech-
nique. The volumetric change that must be observed to
establish with 95% conﬁdence that a plaque has undergone
growth or regression is w20%.
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Objectives: Based on evidence of survival beneﬁt when
initiating hemodialysis (HD) through an arteriovenous
ﬁstula (AVF) or graft (AVG) vs intravenous hemodialysis
catheter (IHC), the National Kidney Foundation-Kidney
Dialysis Outcomes Quality Initiative (NKF-KDOQI)
published practice guidelines in 1997 recommending
$50% AVF rates in incident HD patients. We evaluated
whether this goal has been achieved and its effect on
HD outcomes.
Methods: Dialysis initiates (2006-2010) captured by
United States Renal Database System were included.
Relative mortality quantiﬁed by multivariable Cox pro-
portional hazard models, adjusting for demographics
and comorbidities, with coarsened-exact and propensity
score matching used as sensitivity analyses to account
for confounding by indication.
Results: Among 510,000 patients, 82.6% initiated
HD via IHC, 14.0% via AVF, and 3.4% via AVG. HD initi-
ation with IHC remained consistent at 82.5% between
2006 and 2010 (Fig). Patients initiating HD with an
AVF had 35% lower mortality than patients with IHC
(adjusted HR, 0.65; 95% conﬁdence interval, 0.64-0.66;
P < .001). Patients initiating HD with an AVF had 23%
lower mortality than those initiating with IHC while await-
ing AVF maturation (adjusted HR, 0.73; 95% CI, 0.76-
0.79; P < .001).
Conclusions: Current access practice has failed to
satisfy the NKF-KDOQI recommendations of 50% inci-
dent AVF. Functioning permanent access at initiation of
HD is strongly associated with lower mortality, even
compared with patients temporized with IHC while await-
ing maturation of permanent access. Multidisciplinary ef-
forts should focus on achieving HD access to allow
ample time for ﬁstula maturation to ameliorate this deﬁcit
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Objectives: Isolated renal artery aneurysms (iRAA) are
rare, but potentially fatal. The impact of endovascular ther-
apy on RAA treatment and perioperative mortality is
unknown.
Methods: We identiﬁed all patients undergoing open
or endovascular repair of isolated RAA in the Nationwide
Inpatient Sample from 1988 to 2011. A primary diagnosis
of RAA and open (nephrectomy or reconstruction) or
endovascular repair (coil or stent) was required. Patients
with a diagnosis or repair of aortic aneurysms/dissection
were excluded. Patient characteristics and in-hospital out-
comes were compared between open and endovascular
repair from 2000 to 2011.
Results: We identiﬁed 6,234 RAA repairs between
1988 and 2011: 2086 open (78% for reconstruction)
and 1,082 endovascular from 2000 to 2011. Total re-
pairs increased after the introduction of endovascular
repair (P ¼ .03), although open repairs did not decrease
(P ¼ .20). Patients undergoing endovascular repair had
more coronary artery disease (17.5% vs 10.6%,
P <.001), prior myocardial infarction (5.2% vs 1.8%,
P < .001), and chronic renal failure (7.7% vs 3.3%,
P < .001). In-hospital mortality was 1.8% for endovas-
cular, 0.9% for open reconstruction, and 5.4% for ne-
phrectomy (P # .001). Complication rates were 12.4%
for open reconstruction vs 10.5% for endovascular repair
(P ¼ .134). Open repair had a signiﬁcantly longer length
of stay (6.0 vs 4.6 days, P < .001).
Conclusions: More renal artery aneurysms are getting
treated due to endovascular repair without a reduction in
operative mortality. Indications of repair of RAA should
be evaluated.
